During 1988-9 we noticed that some patients were receiving NHS treatment at this hospital despite being covered by a private health insurance scheme. We therefore studied why such people had chosen NHS care rather than the private alternative.
Patients with private health insurance using NHS facilities in preference to private care A C Fairbank, S R Stapleton, P E M Jarrett During 1988-9 we noticed that some patients were receiving NHS treatment at this hospital despite being covered by a private health insurance scheme. We therefore studied why such people had chosen NHS care rather than the private alternative.
Patients, methods, and results
For one week in June 1989 we asked all patients attending the surgical wards, the accident and emergency department (serving a population of about 200 000), the surgical day unit (which carries out minor operations under local and general anaesthetics), and the surgical outpatient department in the department of surgery at this hospital to complete a questionnaire anonymously. The questionnaire asked whether the patients had a private health insurance policy and, if so, whether they were using their insurance for the attendance. Those not doing so were asked their reasons why. Patients were told that the study was confidential, and they were not put under any pressure to transfer to the private sector.
The questionnaire was completed by 587 patients. Five patients were unable to complete the form and one refused. Between 6% and 27% of patients in the four clinical areas held private insurance policies but were not using them. Overall, this represented about 10% of patients attending the department during the week studied (table) .
When asked why they were using the NHS despite being insured for private treatment 42 (72%) patients stated that they were happy with NHS care (25 added that the short waiting list at the hospital had influenced their decision); three had forgotten about their insurance; five were unaware that private facilities existed in Kingston; three were unsure how to use their private policy; and the remaining six patients gave no reason.
Patients with private insurance who attended outpatient clinics or the accident and emergency department did not transfer to the private sector after their consultation or after completing the questionnaire. 
Patients, methods, and results
In a double blind study 57 patients who were dependent on opiates and aged 19-42 (mean 29-2 years) were randomly allocated to receive heroin or methadone mixture (1 mg/ml) in otherwise identical solutions. A 10 ml aliquot was given whenever signs of physical withdrawal were observed, and the total given to a patient during the first 24 hours was taken as that patient's daily requirement. This was subsequently given in three doses, with further aliquots being given if signs of opiate withdrawal were observed. Subjects who had been comfortable for two successive days were said to be stabilised.
The severity of withdrawal was assessed on the first day by administering a questionnaire before each dose of opiate; the nursing staff's rating of the presence or absence of classic signs of opiate withdrawal; and recordings of physiological variables. Subjective and objective withdrawal scores were calculated for each subject. This procedure was repeated on each subsequent day at 4 pm. Subjects were also asked to note if and when they first noticed craving after the dose of opiate given at 8 am, and at the end of the stabilisation period they completed another questionnaire aimed at detecting whether they had noticed particular effects due to their treatment.
The When objective and subjective withdrawal scores were averaged for each group the only significant difference occurred on the second day, when the mean objective score for the group given heroin was greater (t=2-23; p<OO5). There was no significant difference between the two groups in the time of onset of craving, and neither group identified the treatment drug as being like any particular opiate (heroin, methadone, morphine, codeine, Diconal).
Comment
We found that opiate misusers can be successfully stabilised with either oral heroin or oral methadone and that patients were unable to identify which drug they received. The mean doses required for stabilisation by the two groups indicate that methadone has approximately 1 5 times the potency of heroin when used to prevent withdrawal. Although our study is the first reported direct comparison of oral administration of the two drugs, the result is consistent with what might have been expected from available information.' 2 The patients who received heroin required more aliquots of opiate during the first 24 hours and had significantly higher withdrawal scores on the second day of stabilisation when the drug was given regularly rather than on demand. This may be because heroin has a shorter half life than methadone and more doses are required before blood concentrations are high enough to suppress withdrawal throughout the day.
The consistent relation between the stabilisation dose and the reported daily dose of injected heroin suggests that patients had reported their use fairly accurately and that street heroin currently has a purity of less than 10%. The less consistent relation for patients who had smoked heroin suggests that absorption by this route is erratic.
We thank the patients, the pharmacists in Tooting Bec and Springfield Hospitals, and the staff of the regional drug dependence treatment and research unit, Springfield Hospital. 1974 and 1986 from the Office of Population Censuses and Surveys; we also examined these subjects' medical records.
The age and sex distributions of the subjects, place of death, and identified failures of management (for example, underprescription of steroids) did not explain the high mortality from asthma. Four of the 24 deaths, however, occurred in residents of hospitals for the mentally handicapped, and in four other cases learning difficulties had been documented. Thus a third of those who died had mental disability-a group estimated to comprise 0 6% of the district's population. Six of these eight subjects died from acute asthmatic attacks and two from complications of chronic asthma (table) . A reduction in the dose of oral steroids in case 2 may have contributed to the patient's death. In case 4 asthma had not been recognised until the final illness, which was treated with only low doses of oral salbutamol. In case 7 a recommendation by staff at a chest clinic to prescribe long term oral steroids had not been implemented.
The mentally handicapped have not previously been recognised to be at a high risk of dying from asthma. We found no correlation between districts with a high mortality from asthma and districts, such as Southmead, with a high number of beds for the mentally handicapped per 1000 population.'" A study in the West Midlands region, however, showed an association between long stay mental hospitals (those for the mentally ill and those for the mentally handicapped) and all avoidable causes of death, particularly those classified as pneumonia and bronchitis.4 Our findings may therefore illustrate a poorly recognised national phenomenon.
Difficulty and delay in diagnosis have been reported as contributory factors in deaths of mentally handicapped children from conditions requiring emergency surgery. People with learning difficulties probably experience problems in appreciating or communicating
